10 cm), it will be evident that there is no residual ileo-ileal element for some distance above the ileocecal valve. In cases where the terminal ileum is not filled, further clinical observation of the patient and possible passage of charcoal is of great importance. Some children are seen with a history of colicky pain and passage of blood typical of intussusception, but there may be no palpable mass and the enema examination may show no lesion in the colon or the terminal ileum. In such cases the history and probable presence of distended loops of small bowel on the plain film, often with associated fluid levels, are strongly suggestive of an ileo-ileal intussusception with no colic component. Provided a proper clinical assessment of the child is made and the probable X-ray evidence of partial or complete obstruction noted, the risk of missing this particular type of intussusception should not occur.
The risk of recurrence is undoubtedly greater following hydrostatic reduction. In our series of 169 cases the recurrence rate is 7 % as opposed to 3% following surgery. However, provided the complications of hydrostatic reduction in a particular centre are low, nothing is lost by the reduction even if surgery is necessary on a subsequent occasion. In 8 children intussusceptions have been reduced on two occasions by hydrostatic methods and in this group there has not yet been a further recurrence. (2) Abnormal Meconium and 'Milk Inspissation' (Dr G M Steiner) Neonatal intestinal obstruction due to abnormalities of meconium can now sometimes be treated by non-operative means. The chief cause of abnormal meconium is meconium ileus due to mucoviscidosis, but meconium obstruction of the small bowel not due to mucoviscidosis has been described (Emery 1957 , Zachary 1957 , Rickham & Boeckman 1965 . Meconium plug obstruction of the large bowel is well known.
During the last 2k years, 9 neonates have been admitted to Sheffield Children's Hospital with intestinal obstruction thought to be due to 'milk inspissation' (Cook & Rickham 1969 , Cremin et al. 1970 . The salient features of this syndrome are that the patient is well at birth, is immediately put on full-strength artificial feeds and becomes obstructed with abdominal distension and bilestained vomiting at about the fifth day of life (Table 1 ). The condition is said to occur particularly in premature and postoperative patients, but this has not been our experience (Table 1 ). X-ray shows dilated loops of small bowel containing air fluid levels, and a porridge-like obstructing mass in the right iliac fossa. Sometimes part of this mass comes away from the intestinal wall and is then surrounded by a crescent of air (Fig 1) . At operation a mass of yellow inspissated milk is found in the terminal ileum.
The etiology of this condition is unknown, but its appearance seems to coincide chronologically with the practice of giving full-strength feeds to neonates. The feeds are thought to inspissate in the terminal ileum and cause obstruction. Defects of protein, glucose and water absorption have been demonstrated in some patients (Zachary 1957 , Cook & Rickham 1969 , while others may be very mild cases of mucoviscidosis. Our Case 6 started to thrive only after treatment with pancreatic extracts. The serum potassium was normal in our patients and only one (Case 7) had umbilical vein catheterization. The condition may resolve itself spontaneously, it may be relieved by Gastrografin enema, or operation may be needed. One of our patients had a colonic perforation.
The non-operative treatment of meconium obstruction is by Gastrografin enemas. Noblett (1969) and Waggett et al. (1970) successfully treated meconium ileus by Gastrografin enema and claimed that there were fewer postnatal pulmonary complications than after operation. Gastrografin is a hypertonic (1900 mmol/l) aqueous solution of 76 % sodium methylglucamine diatrizoate containing 0.1 % polysorbate (Tween 80), a surface-acting emulsifying agent. The hypertonicity of the solution attracts fluid into the bowel, which makes the meconium less sticky and promotes peristalsis. The Tween 80 further lowers the suiface tension and stickiness of the meconium.
The treatment consists of instilling Gastrografin rectally and running it past the obstructing plug in the terminal ileum. Backflow out of the rectum must be prevented by strapping the buttocks around the catheter or gripping them by hand. A balloon catheter should not be used for fear of rupturing the bowel (Waggett et al. 1970) . Certain precautions are mandatory: the patient's condition must tbe good; the treatment must be carried out in close co-operation with the surgeon in charge and must be terminated if the patient's condition deteriorates; and an intravenous infusion must be running during the examination to guard against sudden collapse due to the movement of extracellular fluid into the bowel.
We have used this technique 8 times in the last year, 5 in meconium ileus and 3 in milk inspissation. For the first 3 attempts in meconium ileus an isotonic solution of Hypaque 25 % was used unsuccessfully; in the other 2 cases of meconium ileus, Gastrografin was used successfully according to the technique described above, indicating that its hypertonicity is a factor in its success. Two of the milk inspissation cases were relieved; the third had a Gastrografin enema followed by Gastrografin by mouth, used as a saline purge visible on X-ray; his condition deteriorated, and at operation a perforation was found proximal to a mass of inspissated milk in the descending colon.
All 8 patients treated by Gastrografin enema and all the patients with milk inspissation are now thriving. Non-operative relief of neonatal meconium obstruction should always be attempted with the surgeon's close co-operation if the patient's condition is good and uncomplicated by mechanical problems such as volvulus, atresia or perforation. The diagnosis of milk obstruction should be considered in any previously well newborn infant on artificial feeds who becomes obstructed in the first ten days or so of life.
